Why then is the rate of circumcision up to six times greater
than the incidence of preputial disease? Analysis of the
clinical findings in children referred for circumcision reported
in this week’s journal suggests a difference in interpretation of
symptoms and clinical signs between surgeons and general
practitioners (p 28)."" Clearly confusion still exists about
what constitutes “pathological” phimosis as distinct from
“physiological” non-retractile foreskin. Most cases of patho-
logical phimosis result from balanitis xerotica obliterans,
while the remainder may be due to a different, distinct fibrotic
disease.'? The underlying difficulty is the imprecision of the
term phimosis. An important consideration is that balanitis
xerotica obliterans usually develops after the age of 5 years.’
The rarity of pathological phimosis under the age of 5 is
an important observation since most circumcisions are per-
formed before this age.'°

Oster wrote in the introduction to his paper® that the
publication of Gairdner’s article nearly 20 years earlier
seemed to have made no significant impression on clinical
practice.' Regrettably it seems that the same can be said more
than 20 years after @ster’s paper was published. A better
understanding of the normal physiology, developmental
anatomy, and pathology of the prepuce could prevent the

removal of thousands of normal foreskins over the next 20
years.
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A counsellor in every practice?

Reasons for caution

Since Balint drew attention to the importance of counselling
during consultation' ‘general practitioners have been in-
creasingly aware of the power of “the skilled and principled
use of relationships to help the client develop self-knowledge,
emotional acceptance and growth, and personal resources.”?
As well as its general indications in anxiety, depression, and
problems with relationships,® counselling has been advocated
for smoking cessation,*” modification of diet,*® alcohol mis-
use,’'® postnatal depression,' addiction to tranquillisers,'
and high risk sexual behaviour."> '

Many attempts to evaluate its effectiveness have shown
little or no benefit,’*'** possibly due to methodological
problems.?’ When benefits have been claimed they have been
small compared with the resources employed. Unsurprisingly,
in the face: of this evidence caution has been expressed:
“Promoting a large counselling service in general practice
before establishing what benefits accrue from this service is
unwise.”?* Nor is it surprising that a discussion paper that
extolled counselling while assuming its efficacy”® was greeted
with some hostility.*

Despite the lack of convincing evidence of its efficacy many
general practitioners believe in the value of counselling and of
counsellors in general practice.?** ? As between 10% and 30%
of consulting patients have mainly emotional problems”
the scope for increasing general practitioners’ counselling
skills*®* or referring patients to an in house counsellor is
substantial.

The main reason for general practitioners’ enthusiasm for
counselling may well be a desire to reduce contact with and
responsibility for a very demanding group of patients.” If
this is so then increasing the counselling skills of general
practitioners may be preferable to widening the primary health
care team. Counselling requires, however, a move away from
the authoritarian model of distance, diagnosis, and reassurance
towards a model that recognises and promotes a person’s

autonomy. Many general practitioners may find this transition
difficult.

Since 1990 the general practice contract has allowed
reimbursement for the costs of employing counsellors. But the
staffing budget is cash limited, and some practices may have to
accept less than 70% reimbursement if their application is
successful. Fundholding practices have more control over
staffing, and many consider counsellors, along with physio-
therapists and chiropodists, to be their highest priority.

Since the new contract was introduced another possibility
has emerged. Many practices have applied to run health
promotion clinics for managing stress, which are thinly
disguised counselling sessions. The clinic fee is almost
sufficient to cover a counsellor’s sessional fee, thus costing the
practice a minimal amount. The recently announced mora-
torium on new health promotion clinics has put a temporary
brake on applications, but it seems probable that the new
regulations from next April will encompass stress clinics,
although within a cash limited total.

The stage therefore seems set for an explosion of counselling.
Practices would be wise, however, not to appoint unqualified
people just because they seem to have good listening skills.*
However well intentioned an amateur counsellor might be,
there are profound professional, ethical, and clinical issues
(not least confidentiality) that must be considered. In this issue
Sibbald and colleagues show that fewer than half of counsellors
have received specialist training in counselling.*!

Counsellors should be accredited by the “Rugby confer-
ence” of the British Association for Counselling®? or be
chartered psychotherapists recognised by the British Psycho-
logical Society.”® They should concentrate on non-directive
counselling,? being careful to avoid dictating solutions.** They
must keep accurate records, but the requirements of confiden-
tiality may necessitate keeping some disclosures from the
patients’ doctors. (Some patients are not convinced that
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practice records remain confidential, while others fear that
personal revelations may affect future relationships with their
doctors.) They should have debriefing sessions with their own
counsellor at least monthly and should have a commitment to
audit and reaccreditation.

Some practices may balk at this degree of rigour, especially
given the relative scarcity of trained counsellors. We would be
wise, however, to move slowly. Every family health services
authority should enter into discussions with its general
practitioners to establish guidelines for the employment of
counsellors. It is important that the current demand for
counsellors does not lead to a lowering of standards and
that all counsellors in primary care are properly trained,
supervised, and supported.
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Auditing BM]J decision making

We are setting targets and publishing how often we meet them

This is the age of accountability, and editors of medical
journals must be as accountable as anybody else. When
bodies as diverse as hospitals, railways, schools, and
dust carts are having to publish data demonstrating their
performance, medical journals need to join in. Editors might
argue that because we live in a highly competitive world in
which authors, readers, and advertisers can all go elsewhere
with ease we are already sufficiently accountable. But we can
do better: we can set ourselves targets and then let readers
know if we reach them.

We are setting ourselves targets for the time we take to
make decisions on papers submitted to us and then to publish
the papers. We aim to make a decision within eight weeks on
papers that go through our full peer review process and within
two weeks for the papers that we reject in house. Most papers
should then be published within eight weeks of acceptance,
although short reports, drug points, and lessons of the week
may sometimes take longer. Starting in July, every six months
we will publish our median time to make a decision and
publish original papers and the proportion of cases in which
we have met our targets.

To the many BMY readers who never submit a paper this
may seem to be limited accountability, but the time that
editors take to make decisions on publication is critical to
authors. Borrowing an idea from the editors of the Annals of
Internal Medicine, we have, in addition to setting targets for
decision making and publication, developed what we call the
“vital signs” of the BMY. These signs include data on
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circulation; the number of papers and letters submitted for
publication, pages published, and advertisements placed;
data from readers on which papers they read and what they
like and dislike; citation data; “influence data” (like mentions
of the BMY¥ in parliament or the New York Times); and
financial data. These data matter much more to us than they
do to readers or authors, and so we don’t plan to publish them
regularly—unless readers tell us that they want them. For
now we will restrict ourselves to data on decision making and
publication times.

By the end of 1992 the BM¥had received about 4350 papers
and 3500 letters for publication during the year (exact data
are not available because this editorial was written before
Christmas). About half of the letters are published, usually
without external peer review as we publish as letters only
those that relate to matters raised in the journal within the past
six weeks. “Out of the blue” letters are considered as papers
and submitted to full peer review.

About half of the papers are rejected after being read by two
editors without being sent for external peer review. Papers are
rejected at this stage because they are insufficiently original
for the BMY¥, carry no useful message for a general medical
audience, or are seriously flawed scientifically or completely
incomprehensible. If we think we see even the glimmering of
an original, important, and scientifically sound message then
we will give authors the benefit of the doubt and send the
paper to an external referee. We don’t send more papers out to
external referees because we don’t want to exhaust this
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